the tibia. The latter swelling was warm and very tender. Cases Investigations: Hb 90% Serum Calcium 16-5, inorganic phosphate 2 5 mg %. Alk. phosphatase 54 K-A units. Quantitative tests showed a negative calcium balance.
X-ray of right tibia showed two multilocular cystic areas, the lower one involving the entire width of the tibia and apprently on the point of spontaneous fracture. Similar cystic areas were found in the right femoral neck (Fig 1) , pelvis, right humerus and scapula. The hands (Fig 2) showed rarefaction and scalloping of the terminal phalanges, and subperiosteal bone resorption, most marked on the radial side of the middle phalanges. This finding is said to be characteristic of hyperparathyroidism or renal osteodystrophy (Hellstrom 1954).
X-ray of the kidney area showed tubular calcification but no renal calculi. Operation: The neck was explored and all four parathyroid glands were identified, confirmed by PhosphataiseF ig 3 Serum calcium, phosphate and alkaline phosphatase before and after removal ofadenoma immediate section. The left upper glandwhich proved to be the nodule palpable in the neckwas some 2 x 1-5 cm in size and was partly imbedded in the thyroid capsule. It was readily freed from the thyroid and proved to be an adenoma composed almost entirely of oxyphil cells.
Recovery was uneventful. The bone pains disappeared immediately after operation. Tetany occurred on the second and third day while the serum calcium was still within normal limits. It responded to the administration of calcium gluconate. The serum calcium and phosphate returned rapidly to normal (Fig 3) . Three years later the cystic spaces are almost completely recalcified. The blood pressure and renal calcification, however, are unaltered. X-rays: Chest showed diffuse mottling throughout the lung fields. Hands and feet normal.
Serum proteins: total 7-6, albumin 3-1, globulin 4-5 g%. Serum calcium 10-9 mg%. Mantoux positive to 1/100. Urine normal.
She was then admitted to the Brompton Hospital for liver biopsy with a provisional diagnosis of ?sarcoidosis ?h%emosiderosis. Investigations at Brompton Hospital: Pulmonary sufficiency tests: Forced expiratory volume in one second/Forced vital capacity 72%. Diffusion capacity for carbon monoxide at rest 11 0 ml/mm Hg (min. vent. 11 -2 litres/min). On exercise 11 -6 ml/mm Hg (min. vent. 15 9 litres/ min). Indicating moderate impairment of ventilation and gross impairment of diffusion. Histology: Liver biopsy: no evidence of sarcoidosis. Lung biopsy: many hkmosiderin-laden macrophages within alveoli. Deposits of this pigment in the pleura, interlobular septa and around the small bronchi and vessels. Excess fibrous tissue around the bronchi and small vessels.
Diagnosis: HWmosiderosis.
No cause for the hemosiderosis was found. Clotting and bleeding time normal, serum bilirubin 0 5 mg0%, no evidence of, hkmolysis.
Progress: During the two years since these investigations her clinical condition and the radiological appearance have remained unchanged. where he was noted to be of poor physique, to have early finger clubbing, and moist sounds were audible in the left lower zone of the chest. Chest X-ray (Fig 1) showed patchy shadowing at both bases, more prominent on the left. He recovered following a course of tetracycline. Initially there was extension of the repiratory infection with right upper lobe consolidation, but resolution of the acute illness followed antibiotic treatment and postural measures. By .May 1958 the chest film showed only slight residual shadowing in both lower zones. During this admission he was found to be anemic (Hb 60%,,; filmanisocytosis and pale red cells), and he received oral and intramuscular iron preparations. He defaulted frnm outpatient review when Hb was 70 %.
